During a six-year period 52 patients with pancreatic tumours and 10 with ganglioneuroblastomas were found to have raised plasma vasoactive intestinal polypeptide (VIP) concentrations. All the patients had severe secretory diarrhoea, weight loss, dehydration, hypokalaemic acidosis, and a raised plasma urea concentration. Reduced gastric acid secretion was seen in 72% of patients. Plasma VIP concentrations were not raised in patients with diarrhoea due to other types of tumour or disease or in hormone-secreting tumours not associated with diarrhoea. Plasma VIP measurement may therefore give clinical guidance in a patient with persistent watery diarrhoea and hypokalaemic acidosis. Surgical excision was clearly the treatment of choice, but metastatic pancreatic tumours usually responded to streptozotocin.
Introduction
In 1958 Verner and Morrison' described two cases of severe watery diarrhoea associated with non-insulin secreting islet cell adenomas of the pancreas. This association has variously become known as the Verner-Morrison syndrome, the WDHA syndrome (watery diarrhoea, hypokalaemia, and achlorhydria), or pancreatic cholera. Other features described include spontaneous cutaneous flushing, hypokalaemic renal failure, reduced or absent gastric acid secretion, diabetes mellitus, and hypercalcaemia.3 An association between ganglioneuroblastomas and diarrhoea, usually in children, has also been described. 
Patients and methods
Since 1974 a service has been provided at Hammersmith Hospital to screen plasma specimens referred from other hospitals for raised plasma VIP concentrations. Most plasmas screened have been from patients with diarrhoea. We report on the first 62 patients seen with raised plasma VIP concentrations, but full preoperative clinical details were available on only 43 patients (33 had pancreatic tumours and 10 ganglioneuroblastomas). The incidence of plasma VIP concentrations over 30 pmol/l in patients with other proved causes of diarrhoea-for example, purgative abuse and inflammatory bowel disease-with other functioning tumours-for example, medullary carcinoma of the thyroid and carcinoid tumours-and with pancreatic and gastrointestinal adenocarcinomas is also included.
It was requested that fasting blood for VIP estimation should be collected into heparinised tubes containing 400 Kallikrein-inactivating units of aprotinin (Trasylol)/ml blood, be immediately centrifuged, and the plasma separated and stored at -20°C. VIP in plasma and tissue extracts was measured by a specific radioimmunoassay capable of detecting 1-5 pmol VIP/1 plasma with 95",, confidence.,, The tumour content of VIP was measured in tissue kept at --20'C; the tissue was boiled briefly to inactivate proteolytic enzymes and was extracted by homogenisation first in water and then in 01IM formic acid. Plasma and tissue pancreatic polypeptide was also measured by radioimmunoassay. A raised fasting plasma pancreatic polypeptide concentration (above 300 pmol/l) was seen in 40 of the 52 (77%) patients with pancreatic vipomas (normal concentration under 100 pmol/l). Conversely, plasma concentrations of pancreatic polypeptide in all 10 with ganglioneuroblastomas were normal (mean I SEM 40 ± 8 pmol/l). Hyperinsulinaemia associated with hypoglycaemia was observed in one patient with a pancreatic tumour.
Achlorhydria or hypochlorhydria were both common, but 28% of the patients assessed had gastric acid secretion within the normal range. Both hypophosphataemia and hypercalcaemia were common, five patients having a much raised fasting serum calcium concentration of over 3 0 mmol/l (normal under 2 65 mmol/l) at some period. In the hypercalcaemic patients both serum 25- (table III) Surgical excision of the primary pancreatic tumour relieved all the symptoms in 17 patients. No metastases were seen at operation in 15 patients, but two patients had several small unresected metastases that were still asymptomatic one and a half and two years postoperatively. Streptozotocin gave a remission of symptoms and a fall in plasma VIP concentration in seven patients for one to three years and five of these seven patients remain in remission while taking this drug. Surgical removal of the ganglioneuroblastomas was successful in seven of the patients, but total excision was impossible in two and they died postoperatively. The 10-month-old baby died preoperatively from hypokalaemia and renal failure. Vipomas present in three main ways: firstly, as persistent or intermittent secretory diarrhoea in patients in whom other routine investigations give negative results; secondly, with very acute severe diarrhoea, hypokalaemic acidosis, and prostration in patients who need urgent admission to hospital; and, thirdly, as a tumour in patients who are then noted to have or to develop diarrhoea. All three groups are biochemically characterised by hypokalaemia and usually also by a low plasma bicarbonate concentration; the combination of pronounced diarrhoea and hypokalaemic acidosis is an indication to measure the plasma VIP concentration. Interestingly we have diagnosed six patients in the first group who were having long-term follow-up in outpatients and were admitted for the first time as a result of finding a high plasma VIP concentration on routine screen and who were then found to have a VIP-secreting tumour. Four of these patients subsequently underwent successful operation with apparent total excision of the tumour and loss of symptoms.
It is common for pancreatic vipomas to secrete also pancreatic polypeptide. One Surgeons are practical men: they do things with their hands which every now and again make patients better. As with all craftsmen they have an innate suspicion of the theoretical. Even further, they may discount ideas newly minted and manifestly heterodox by comparison with the coinage of their experience (particularly the experience that they, or their immediate predecessors or contemporaries have gained, for on the whole beyond this they are anti-historical). Surgeons are the farmers of clinical medicine-bucolic of mien, relatively free from the agonies of self-examination, content to plough and harvest. Like farmers they complain-about the theatre, the instruments, and everything else. And like farmers they usually prosper. As with other tradesmen, they may take an apparently joking or casual attitude to their work-an approach which half conceals a proud technical mastery.
Attitudinal differences
The academic life is based on generalisation and concept. It is not necessarily theoretical, and I deplore any attempt to equate the words academic and theoretical. This usage is a modern corruption of an old and proud term derived from Platonic philosophy. Academic practice, however, tends to be seen as putting generalisations into effect, as much as dealing with a unique here and now. Academics-a word not used much in Britain and which again is a modern substitute for the rather more pleasant academians-are interested as much in things as in people. I do not mean material things but ideas and their transmission. They need time to be contemplative. As everyone who sits on university or medical school committees knows, the academic mind has a demoniacally destructive ability to see five facets of a four-sided problem simultaneously. Academics are thus often labelled indecisive. As the poet and scholar D J Enright' put it: "academics customarily possess such a gift for subtle reasoning and fine distinctions, such exquisite professional scrupulosity and verbal dexterity, that even an intelligent and shrewd observer may fail to perceive that much of the time their basic motive is simple cynicism and self-interest." Academic Surgical Unit, St Mary's Hospital, London W2 lNY H A F DUDLEY, CHM, FRCS, professor of surgery and director of unit He went on to say: "If you are in trouble, throw yourself on the mercy of the nearest peasant, publican or policeman, but never go to an academic; you will be dead long before he has finished formulating his attitude towards you and your problem."
To these characteristics we must add that at least until recently it was part of the academians' stock-in-trade not to prosper except by devious means such as writing novels under pen names or appearing heavily disguised on television. Nevertheless, in their discipline they are usually deadly serious. Moreover, in both the act of research and its results they must often find themselves taking a heterodox stance. Finally, research requires introspection, intellectual agony, midnight oil, and flashes of insight of uncertain origin-qualities not easy to mix with long hours at the service of patients.
The two contrasting descriptions I have drawn lead inevitably to the conclusion that the words "academic" and "surgery" are totally incompatible, both attitudinally and in practice. While I do not believe this to be absolutely true, like all good fabrications this fallacy contains an element of the truth sufficient to require us to examine it with some concern.
Academic surgery-as represented by academic departments in the clinical field-has come into being at different times in history for three reasons: to provide a voice for clinical medicine in the councils of the universities; to act as a focal point for teaching and training; and to prosecute research. It would be a useful if rather broad series of generalisations to say that the chairs in Scottish schools developed during the first half of the nineteenth century were for the first with a dash of the second; that the growth of academic clinical medicine in the last years of the nineteenth century and the first quarter of the twentieth in the USA was, in the wake of the Flexner report, mainly to do with the second, supplemented at first by a drop of the third, though latterly of course by a flood; and that the ultimate recognition of the need for academic surgery in England in the 'thirties-the story of which I have outlined elsewhere2-was mainly to do with the third. On a slightly sour note I might well add that at least in part the objective in England has been to confer an imprimatur of respectability on institutions otherwise resistant to change.
The 30 years or so since the second world war that have seen such a growth of academic surgery in the United Kingdom, but particularly in England, have been mainly if not exclusively devoted to research. The outcome of this has in many ways been
